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Chapter I: Introduction
Over the past two years, the subject of systemic racial inequities in the United States has
dominated public discussion prompting increased awareness and visibility. General and systemic
inequalities, including slavery, mass incarceration, unequal access to government programs, and
health disparities, have existed throughout the history of the United States. Recent public health
issues, specifically the COVID-19 pandemic, have shed light on enduring health disparities,
including the disproportionate impact on black communities and other racial minorities. Black
Americans represent 12 percent of the total United States population, but a June 2020 study
reported that this racial group accounted for 34 percent of total mortality related to COVID-19 at
the time (Holmes et al., 2020).
Collective research has examined the sources, effects, and potential solutions for modern
racial disparities in the healthcare system. Existing literature reflects a consensus that racial
minorities, particularly black Americans, have worse health care outcomes than white
Americans. This discrepancy is generally termed a “disparity” because the difference in care is
considered an injustice. A preliminary report made to guide the creation of the Healthy People
2020 report, a nationwide health-promotion program, from the U.S. Department of Health and
Human Services defines health disparities as “a particular type of health difference that is closely
linked with social or economic disadvantage” (Secretary's Advisory Committee on National
Health Promotion and Disease Prevention Objectives for 2020, 2008). Because this difference in
health is caused by disadvantaged social and economic factors, health disparities, including racial
disparities, are a manifestation of injustice. The factors that contribute to this discrepancy are
extremely complex, but the following Healthy People report, Healthy People 2030, broadly
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describes these factors as social determinants of health, which include access to healthcare,
education, and an income source (“Social Determinants of Health”).
The factors that contribute to racial disparities in healthcare are extremely complicated.
Thus, a singular obvious change is unlikely to solve the issue. However, a crucial first step
towards a more equitable healthcare system is increasing general awareness of the presence and
effects of racial disparities. The Healthy People 2020 report lists increasing public awareness of
social determinants of health as one of their five key mission points in the pursuit of eliminating
racial disparities (Secretary's Advisory Committee… 2008). This goal demonstrates that
increasing general awareness of this public health issue is extremely important in creating
change. The unconscious bias of healthcare workers, where one is not consciously aware of their
prejudices against or in favor of a group, is also a factor in creating and sustaining racial
disparities (Saluja and Bryant, 2021). The undergraduate educational space provides a unique
opportunity for developing students’ awareness of racial disparities. This development is
especially important for those who plan to pursue a career in the medical field. Undergraduate
institutions, like Belmont University, can create an educational space where students can become
more aware of racial disparities in healthcare before they enter into graduate-level studies or into
their future careers as healthcare workers.
Previous research, much of which is included in the following literature analysis, has
quantified and described the awareness of racial disparities in other significant populations,
including medical students and practicing physicians. However, no significant studies exist to
explore and understand undergraduate students’ perceptions– despite their imminent role in
shaping future healthcare practices. This research serves to fill this gap in the literature and to
provide a resource for Belmont University faculty and staff. This research consists of two main
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components: a literature review of the history and current state of racial disparities in the United
States healthcare system and a mixed-methods survey of students in Belmont’s College of
Sciences and Mathematics, many of whom are likely to enter the healthcare field. Notably,
Belmont University has recently and explicitly sought to increase discussions of race and
inequity in the classroom (Fisher, 2020). Educators and administrators need accessible resources
to create an educational setting where students are pushed to increase their awareness of racial
disparities. As such, this survey serves as a measure of students’ current perceptions in order to
inform faculty and staff on specific topics relating to race that would benefit students if they
were incorporated more routinely in classroom discussions.
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Chapter II: Literature Analysis of Racial Disparities
A solid foundational knowledge of the historical and modern manifestations of racial
disparities must be established before analyzing students’ perspectives. While the topic of racial
disparities is necessarily complex and expansive, there are certain trends and themes in modern
literature that point to contributing factors and expressions of disparities. This literature analysis
will only briefly cover information that is relevant for comparison to survey data. Specifically, it
will focus on a brief history of healthcare disparities, modern manifestations of disparities, social
determinants of health, and implicit bias. Later, the themes that are drawn from this section will
be used as a reference to analyze the accuracy and detail of students’ perspectives.

History and Persistence of Healthcare Disparities
Before analyzing the factors that contribute to healthcare disparities and possible steps for
correction, one must understand the history of racial disparities in healthcare in the United States.
According to social historian Marian Moser Jones, the term “disparity” did not come to the
forefront of American consciousness and dialogue until 1984 when Margaret Heckler, the
Secretary of Human Services, mentioned the unceasing presence of racial disparities in health
outcomes in the United States (2012, p. 21). This moment allowed for awareness of racial
disparities to grow throughout the general American population, but it is important to note that
racial disparities have been present throughout the entirety of United States history.
Sources of racial disparities are most clearly grounded in the institution of slavery, where
black bodies were routinely deemed of less value than white bodies. This system was founded in
the ideology of racial difference, and many different arguments made throughout early American
history reflect the need for white slave owners to justify slavery through a racial hierarchy
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(Hammonds & Reverby, 2019). The impact of this ideology on the practice of medicine is
evident in the research of a handful of scientists in the early 1800s. Specifically, Samuel A.
Cartwright published research that describes “mental anomalies” that are specific to black
individuals. For example, he proposed a mental illness called “drapetomania,” which was
defined as the pathological desire to run away from enslavers. In his argument, Cartwright
asserted that this must be a mental disease in black individuals because there was no logical
reason they would flee from such a pleasant situation (Perez-Rodriguez and de la Fuente, 2017).
The institution of slavery was ended, but the ideology of racial difference that justified it
has permeated throughout American history and manifested itself in other ways. Some have
argued that individuals of different races likely have genetic differences and that heath
differences must be due to genetic predispositions of certain groups. This concept of genetic
difference was established in American culture through the perpetuation and monetization of the
projected inferiority of black individuals through systemic slavery. The argument of genetic
difference is rooted in arguments meant to support racial discrimination based on supposed
“natural” orders of races. This idea has evolved throughout American history and is still present
in modern society in the form of “genetic difference” being a major contributing factor to racial
disparities. However, contemporary research has repeatedly shown this to be both a
misconception and a severe oversimplification of the complex factors that contribute to
disparities. Genetic variations can very rarely be categorized based on the societal construction
of racial groups; instead, genetic variations have been shown to vary more between individuals
than between racial groups (Williams and Anderson, 2016, p. 408). Therefore, genetic
differences cannot account for the severity of racial disparities in the United States.
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Along with ideological foundations, the experimental foundations of medicine can also
be connected to historical racism. In the book Medical Apartheid: The Dark History of Medical
Experimentation on Black Americans from Colonial Times to the Present, H. A. Washington
presents a series of examples of how African Americans have historically been exploited and
abused to generate medical advancements. Not only did these unethical experiments harm black
individuals, but the knowledge gained was also often used to benefit other racial populations,
particularly whites, at the expense of black persons’ well-being (2006). For example, James
Marion Sims’ experiments on enslaved black women led to our modern understanding of
gynecology, but they were done without consent and without consideration of the harm done.
Experimentation and abuse of black Americans continued past the era of slavery and into the
modern-day, according to Washington’s analysis, and these experiments were justified on the
grounds of a racial hierarchy (Washington, 2006). This history of exploitation, racial hierarchy,
and outcome disparities cannot be ignored as the historical foundation of the modern healthcare
system.

Modern inequities
Racial healthcare disparities are manifest in a variety of ways and are clearly identified in
data that analyzes differential healthcare experiences based on race. A broad indication of health
disparities includes a perpetually lower life expectancy for black Americans when compared to
white Americans. Specifically, black Americans’ life expectancy is 6 years shorter than white
Americans, which has been consistent for over 30 years (Epstein and Ayanian, 2001). Black
infants also have a mortality rate that is over twice the rate of white infants in the United States
(Matoba and Collins, 2017). Specifically, the infant mortality rate per 1,000 live births in 2013
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was 5.06 and 11.11 for non-Hispanic white and non-Hispanic black infants, respectively
(Matthews et al, 2015). Along this same line, maternal mortality is significantly higher in
minority populations when compared to white populations (Joseph et al, 2021). Black
populations are also less likely to receive a major therapeutic procedure when hospitalized in the
United States, and this trend remains consistent when the data is controlled for disease severity,
patient age, hospital characterization, and health insurance availability (Harris, Andrews, and
Elixhauser, 1997). These disparities continued throughout the COVID-19 pandemic. According
to a 2021 study of the distribution of COVID-19-related deaths across the United States,
“adjusted excess all-cause mortality during that period was 6.8 per 10,000 for Black people, 4.3
for Hispanic people, 2.7 for Asian people, and 1.5 for White people” (Polyakova et al, 2021).
Both historical and modern research expose the long-standing mortality rate gap between white
and black Americans, and emerging data from the COVID-19 pandemic suggests that black
communities have borne a disproportionate weight of the effects.

Social Determinants of Health
Many complex elements contribute to the inadequate care that racial and ethnic
minorities receive in the United States. The term social determinants of health broadly describes
the factors that contribute to all health disparities, including racial disparities. The United States
Department of Health and Human Services describes five domains of social determinants of
health: economic stability, education access and quality, health care access and quality,
neighborhood and built environment, and social and community context (“Social Determinants
of Health”). These domains each represent a set of experiences and systems that produce
differences in health outcomes that contribute to observed racial disparities in health. While all of
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these determinants are necessarily interconnected, specific elements can be identified as
contributors to racial disparities underneath each umbrella term.
One of the largest determinants of one’s ability to access quality healthcare is
socioeconomic status (Davies and Adshead, 2009). Socioeconomic status impacts every aspect
of life, including education level, nutrition quality, insurance availability, and, most relevantly,
healthcare access. A decrease in socioeconomic status is correlated with lower overall health and
lower levels of quality healthcare, regardless of race or ethnicity (Wi et al, 2016). However,
because minority populations constitute a higher percentage of individuals of low socioeconomic
status, this trend is considered one of the largest factors that contributes to racial disparities in
healthcare, especially because of the ability of one’s socioeconomic status to impact all other
areas of life.
Differences in geographical population distribution, which are connected to
socioeconomic status, can also contribute to higher rates of disease and lower overall health in
minority communities. Individuals who live in either highly metropolitan or very rural areas are
more likely to have more severe cases of disease, partially due to decreased access to healthcare
in these areas (Fitzgerald et al, 2014). Similar to socioeconomic status, this trend can be linked to
racial disparities because white individuals are now a minority in more urban counties (Parker et
al, 2020). Therefore, black, Hispanic, and other racial/ethnic minority communities in the United
States bear a disproportionate burden of the effects that urbanization has on health. This trend
can be seen more explicitly in emerging research from the COVID-19 pandemic. For example,
one study found that non-Hispanic black individuals and Hispanic individuals were more likely
to be infected by SARS CoV-2 when compared to non-Hispanic white individuals (Vahidy et al,
2020). One significant contribution to this disparity was the higher population density
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experienced by communities with higher infection rates, which leads to increased rates of
exposure.
Other social determinants of health, such as differences in community structure or
healthcare access, are also considered to be contributing factors to general racial disparities.
Healthcare differences, specifically in regard to access and quality, are fairly clearly linked to
general racial disparities because inadequate health can impact every aspect of a person’s life.
Many different factors contribute to differences in healthcare, which will be discussed further in
a future section. Educational differences are also strongly linked to racial disparities in the
literature. For example, a 2010 study found that racial disparities in the likelihood of obtaining a
kidney transplant are dramatically reduced in highly-educated individuals
(Goldfarb-Rumyantzev et al, 2012). Social and community contexts also play an important role
in racial health disparities, but it is a factor that is less frequently studied in the literature.
Black Americans are also less likely to seek out both routine, preventative medical care,
in the form of a primary care physician, and specialized medical care. Black individuals seek out
this form of routine care at two-thirds the rate of white individuals (Arnett et al, 2016). Instead,
they are more likely to seek out emergency room care, community health centers, or outpatient
clinics in lieu of visiting a primary care clinic (Gaskin et al, 2007). This tendency contributes to
racial disparities because having no long-term relationship with a primary care physician can
decrease access to preventative care and general health information. These trends are consistent
across other minority groups. Because availability and use of primary care physicians are
correlated to lower overall rates of mortality, this discrepancy displays another example of
healthcare disparities (Shi et al, 2005). Black individuals are also less likely to access specialty
medical care, which could be due to a variety of factors including physical access, primary care
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referral, insurance status, and personal comfort (Glover et al, 2010). These discrepancies in
access to medical services, whether general or specialized, can contribute to observed disparities
between racial groups in the American healthcare system. Racial minorities are prevented from
seeking care for a variety of reasons, including the cost of care, lack of healthcare insurance, and
general mistrust of the healthcare system.
When racial minorities do seek care, there are likely to be disparities regarding the
quality of care they receive. In light of the medical history of segregated healthcare and the
continuing stratification of healthcare by socioeconomic status, this trend is not entirely
surprising. Many studies have shown that when other factors, such as insurance, cost, or
socioeconomic status, are removed, people who identify as a racial minority still receive a lower
quality of care (Smedley, Stith, and Nelson, 2003). This disparity is manifest in worse outcomes
for black or Hispanic patients and lower satisfaction with patient-provider interactions in these
populations (Burris and Hacker, 2017).

Modern Misconceptions
Many misconceptions have permeated American thought in an attempt to explain away
racial disparities. Genetic difference is often believed to be a significant factor in the observed
racial disparities in healthcare. However, as discussed above, genetic factors may contribute to
differential healthcare outcomes, but it does not fully encompass all of the socioeconomic factors
that contribute to healthcare access and quality. Another misconception about racial disparities is
based on differences in lifestyle. Lifestyle choices vary widely from person to person and are
based on a variety of factors, including cultural or religious practices, modeled lifestyle choices,
and, most importantly, socioeconomic status. It is widely accepted that certain lifestyle choices,
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such as eating fast food, smoking, overconsuming alcohol, or having a sedentary lifestyle, can
contribute to disease onset and severity. Some trends can be observed between racial/ethnic
groups and lifestyle choices. For example, black Americans have lower overall smoking rates
when compared to white Americans. On the other hand, black Americans are more likely to have
sedentary lifestyles (Cubbins and Buchanan, 2009, p.176). While these differences can certainly
contribute to overall health outcomes, they cannot be simplified to assume that certain racial
groups have worse lifestyle habits than others or used to dismiss racial health disparities as
simple cultural differences. Instead, one must consider the nuanced circumstances that lead to
lifestyle differences, which are often again connected to socioeconomic differences. Therefore,
cultural lifestyle differences can contribute to differential health outcomes for individuals, but
that fact cannot be extrapolated to account for systemic racial disparities.

Implicit Bias
Misconceptions about the causes of racial disparities in healthcare along with inadequate
education of physicians on the historical basis of racial disparities can lead to negative impacts
on health outcomes based on provider bias. This bias, whether implicit or overt, directly
contributes to the differential quality of care received by racial minorities, which was previously
described. Because healthcare providers are exposed to numerous environmental and social
factors, the potential causes of bias are innumerable. Some examples include low exposure to
communities of color, low representation of people of color in the healthcare field, and cultural
conditioning that influences individual perspectives.
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Conclusion
Based on this analysis of the literature, a set of conclusions about the general factors that
contribute to racial disparities can be drawn, which will later be compared to students’
perceptions. Firstly, the foundation of slavery and racial difference has permeated throughout the
healthcare structure of the United States. This foundation is manifest through a racial disparity in
healthcare quality, healthcare access, provider bias, systemic issues, and social determinants of
health. In order to analyze students’ understanding of these factors, a survey was directed to
students in the Belmont College of Sciences and Mathematics. The survey was constructed to
analyze students’ perceptions of the factors derived from the literature using both qualitative and
quantitative questions. The results from the survey were then compared to the results of this
literature analysis in order to gauge students’ understanding of racial disparities in healthcare.
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Chapter III: Survey Methods
Purpose
The purpose of this research was to analyze undergraduate students’ understanding of
racial disparities in healthcare. This survey is meant to shed light on aspects of racial health
disparities that students understand well and those that could be emphasized more in a classroom
setting. The specific aims of this research were:
1.

To obtain a sufficient saturation of responses to be reflective of the general

student population in the Belmont College of Sciences and Mathematics.
2.

To gain insight into students’ perspectives on racial disparities in healthcare.

3.

To uncover trends in students’ general understanding to compare this

understanding to perspectives from the literature.
4.

To generate data that indicates where students’ understanding is well-developed

and where it could be better developed as well as where students typically interact with
discussions of this topic.

Sample Population
To analyze students’ understanding, a mixed-method survey was sent to all students in
the Belmont College of Sciences and Mathematics. The survey was directed only to
undergraduate students who are currently enrolled in a major that is categorized within the
College of Sciences and Mathematics. Many of the students within this population will be
pursuing careers connected to the healthcare field, and thus, they were considered the ideal
population for this research. These students may have encountered some discussion of racial
disparities in healthcare throughout their education, and their understanding of the complexities
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of disparities is directly relevant to their future careers. The inclusion criteria were current
students in the College of Sciences and Mathematics. The exclusion criteria were students under
the age of 18. Incomplete survey responses were also excluded from the final data analysis.

Survey Structure
The research survey utilized mixed method questions, including Likert scale questions,
binary questions, and open-ended questions. These questions generated data on students’
awareness of healthcare disparities, their perception of factors that contribute to disparities, and
the spaces where they encounter discussions about racial disparities. Some questions specifically
focused on COVID-19 mortality distribution as a relevant example of racial disparities in
healthcare. An outline of the survey questions can be found in the index. In total, 177 students
attempted to take the survey, and of those students, 163 fit the inclusion criteria. These students’
perspectives were compiled and analyzed with a grounded methodology framework and in
pursuit of the specific aims listed above.

Survey ethics
This survey research was received by Belmont’s Institutional Review Board and was
approved as exempt on September 2, 2021, based on its status as a Class 2 exemption, which
includes tests, surveys, and interviews. The survey was administered through Qualtrics and was
completely anonymous. Students’ personal information or computer IP address was in no way
linked to their survey results, ensuring student confidentiality.
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Recruitment Strategy
Students were recruited to participate in the survey through a link sent out via email by
the chair of each department in the College of Sciences and Mathematics. These students were
emailed twice: once when the survey responses first opened and again one week before the
deadline. Students were incentivized to take part in the study with the option to enter a drawing
for one of three $50 gift cards to Amazon, courtesy of the Belmont Honors Program. After their
survey responses were recorded, students were directed to a separate survey where they could
enter their information for the drawing. The personal information collected in this survey was
completely divorced from students’ survey responses, again ensuring confidentiality and
anonymity. This method of incentivization was also approved by Belmont’s IRB.

Data Collection and Analysis
Data were collected via a Qualtrics survey that included Likert scale questions, yes-or-no
questions, and free-response questions. Students were asked a variety of questions focused on
their current understanding and perception of racial disparities in healthcare. The survey data
were analyzed following a framework derived from grounded research theory. This theory is a
qualitative and descriptive methodology that aims to develop a hypothesis about a subject
through the analysis of a series of concepts observed from collected or compiled data.
The methodology of this theory includes first identifying key points in a dataset, referred
to as codes. Codes represent common phrases or themes present in the answers to the
free-response survey questions. To derive codes, each survey response was individually analyzed
and categorized based on key terms or phrases found in the free-response answers. This
qualitative data, in the form of free-response answers, was analyzed to be indicative of students’
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understanding of factors that contribute to general racial disparities, racial disparities in
healthcare, and racial disparities throughout the COVID-19 pandemic. This initial coding process
is referred to as “open coding,” where the researcher analyzes the responses and attaches labels
to different points in the responses. Each response could be categorized into one code or
separated into multiple codes, depending on the amount of detail and variety of answers
provided. As these codes were being recorded, any connections that the respondents highlighted
were recorded for future reference. The coding process was completed using the MAXQDA
software system. Separate coding documents were created for the responses to each of the three
free-response questions on the survey.
Then, connections between the codes were systematically analyzed, called “axial
coding.” To do this, the codes and connections from the three questions were compiled and
reviewed. The codes were placed into categories, such as economic disparities, health
communication, legal discrimination, etc. Then, connections between the codes were analyzed
by referencing the connection record from the coding process. Throughout the process of axial
coding, connections between codes can be placed into one of five categories: context, causal
conditions, intervening conditions, action and interaction strategies, and consequences
(Rothgangel and Saup, 2017). However, due to the condensed and specified nature of each
response, two main categories were the focus of the axial coding process in this project:
causation and consequences. Any statement where a student identified causal relationships
between two codes was recorded, and due to the nature of the survey questions, all codes were
identified as having a causal relationship with either general or healthcare racial disparities. The
connections were visualized using the concept map software, Cytoscape.
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After all identified codes and connections were recorded and visualized, the data were
compiled to create a set of themes that are representative of the data as a whole. These themes
identify broad trends in coded material, important connections between codes, or any outliers
from the data.
The Likert scale and binary survey data were analyzed through the calculation of mean
and standard deviation. Where appropriate, Qualtrics relation statistics were used to see if there
were any statistically significant relationships between the responses and demographic
information. Qualtrics uses chi-squared analyses for these relationship statistics, where the null
hypothesis is that there is no statistically significant relationship between the distribution of
answers to the two questions. These quantitative trends were then compared to the themes
derived from the coding section. Based on the consistencies or discrepancies noted between the
coding and quantitative results, the themes were adjusted to be representative of the overall
survey data. These observations were then compared to perspectives from the literature to
analyze their validity and accuracy based on the current understanding of the causes and effects
of racial disparities in healthcare.
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Chapter IV: Survey Results
Sample Population Demographics
In this study, students' qualitative and quantitative survey responses were analyzed to
understand current perspectives on racial disparities in healthcare. Overall, 177 students
attempted to take the survey through the links sent out by department chairs. Of this initial pool
of students, 163 students fit the inclusion criteria: consenting to survey, over the age of 18, and
majoring within the Belmont College of Sciences and Mathematics (CSM). The distribution of
students represents 24.0% of CSM students and was concluded to be representative of the target
population, based on the general Belmont University population demographics from 2021
(“Undergraduate Students,” n.d.). The sample population consisted of a variety of races, ages,
genders, student statuses, and majors (Figures 1-3 and supplemental figures), closely matching
the general student population of Belmont. Analysis of initial binary questions revealed that a
majority of respondents plan to have a career within the healthcare field, which was anticipated
based on target population selection (Figure 4).

Figure 1A
Gender
Male

23

Female

137

Transgender Male

0

Transgender Female

0

Gender Variant/
Non-Conforming

2

Not Listed

0

Prefer Not to Answer

1

19

Age
18

42

19

39

20

27

21

39

22

10

23

4

24

1

25

0

Over 25

1

Ethnicity
Hispanic or Latino

16

Not Hispanic or Latino

147

Race
American Indian or
Alaskan Native

1

Asian

14

Black or African American

10

Native Hawaiian or Other
Pacific Islander

0

White

109

Other

6

Multiracial

12

Middle Eastern

11

Sophomore

42

20

Figure 1: Figure 1A shows the demographic data from the sample population, showing the
number of respondents who selected each category. The racial distribution of the sample
population (1B) is comparable to the general Belmont population (1C).
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Figure 2: The sample population had a diversity of majors within the College of Sciences and
Mathematics.

Figure 3: The sample population had a varied distribution of student statuses.
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Figure 4: A majority of the sample population intends to have a career within the healthcare
field, as anticipated.

Presence of Racial Disparities
Questions 4, 5, and 6 were binary questions that served to be descriptive of students’
general beliefs about the presence of racial disparities. The distribution of responses is displayed
in Figure 5 along with the question number and content. The means and standard deviations are
in the numerical form of the answer choices: yes - 1, no - 2, unsure - 3. In the format (mean,
standard deviation), these representations are as follows: Question 4 (1.92, 0.35), Question 5
(1.03, 0.17), Question 6 (1.18, 0.53). A majority of students report that they do not believe all
people in the United States have equal access to healthcare. A majority also reported that racial
disparities are present in the United States generally and in the healthcare system. Chi-square
analyses identified no statistically significant relationship between the distribution of answers to
question 4 and any of the recorded demographic data. Questions 5 and 6 both only presented
statistically significant relationships between answer distribution and gender identity (p-values
were <0.00001 and 0.0000253, respectively).
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Figure 5: The response distribution is fairly consistent for the three binary questions relating to
the presence of racial disparities.
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Manifestations of Racial Disparities
Question 7 presented students with a set of eight Likert scale statements aimed to analyze
students’ understanding of different manifestations of racial disparities. After each statement,
students selected whether they have no opinion, agree, somewhat agree, somewhat disagree, or
disagree. The distribution of responses is quantified using response mean and standard deviation
based on a numerical system: disagree - 1, somewhat disagree - 2, somewhat agree - 3, agree - 4,
no opinion - 5. The distribution of responses to each statement is shown in Figure 6. The mean
and standard deviation for each statement is provided in the figure description. Most of the
statements had a clear majority from students, although the statements “ethnic minorities are just
as likely to seek out medical care as whites” and “ethnic minorities experience more illness
throughout their life when compared to whites” were more contested within the sample
population.
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Figure 6: Question 7 asked students to “indicate how strongly you agree or disagree with the
following statements relating to the experience of ethnic minorities in the United States.” The
mean and standard deviation for each figure will be presented in the following format: (mean,
standard deviation). A (1.70, 0.94), B (1.57, 0.84), C (1.48, 0.90), D (1.49, 0.79), E (1.87, 1.09),
F (3.31, 1.26), G (1.66, 0.96), H (1.61, 0.92)

Familiarity with Evidence of Racial Disparities
Questions 8 and 9, both multiple-choice questions, sought to evaluate students’ initial
understanding of the evidence supporting racial disparities in healthcare before being presented
with COVID-19 mortality distribution data. Question 8 asked students to rate their familiarity
with the evidence supporting racial disparities in healthcare using the scale: not familiar at all,
slightly familiar, familiar, very familiar, or unsure (Figure 7). The distribution of responses is
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quantified using response mean and standard deviation based on a numerical system similar to
the Likert scale responses: not familiar at all - 1, slightly familiar - 2, familiar - 3, very familiar 4, or unsure - 5. The mean of the data was 2.55, and the standard deviation was 0.88.

Figure 7: Distribution of Likert-scale responses to question 8.

Question 9 asked students to rate the strength of the evidence supporting racial disparities
in healthcare to be according to the scale: weak, somewhat weak, somewhat strong, strong, or
neutral/no opinion (Figure 8). The distribution of responses was quantified as follows: weak - 1,
somewhat weak - 2, somewhat strong - 3, strong - 4, or neutral/no opinion - 5. The mean of the
data was 3.53, and the standard deviation was 0.75.
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Figure 8: Distribution of Likert-scale responses to question 9.

Factors Contributing to Racial Disparities
Open coding yielded 28 separate codes from the three free-response questions (11, 12,
and 13). Each code represents a set of words or phrases that students used to describe the factors
that contribute to general racial disparities, healthcare disparities, and COVID-19 disparities.
These codes were further separated into five categories: United States systemic structure, United
States healthcare system, personal health differences, COVID-19 discrepancies, and social
determinants of health. The specific codes and categories are shown in Figure 8. Codes were
mentioned in varying frequencies, which are shown in Figure 9. Systemic racism, differences in
economic stability, different healthcare availability, and general bias/stereotyping contain the
largest percentage of coded phrases, jointly representative of 38% of the coded documents.
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Figure 9: The 28 codes relating to factors contributing to racial disparities were grouped into
four different categories. The figure is color-coded accordingly: orange - general systemic
organization, green - healthcare system, purple - personal differences, red - social determinants
of health, pink - differences in COVID-19 experiences. It is important to note that this figure
does not indicate the frequency of each code mentioned.
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Figure 10: The 28 codes were mentioned in varying frequencies.

Student understanding of some of these codes can be further illuminated by quantitative
data from a separate section of the survey. This section consisted of a set of factors after question
14, which stated “To what extent do you think the following factors contribute to the healthcare
discrepancies observed during the COVID-19 pandemic?” For each of the nine factors listed,
students selected options from a Likert scale (none, a limited extent, some, or a great extent, or
no opinion) as a response. The distribution of responses was again quantified using response
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mean and standard deviation based on a numerical system: none - 1, a limited extent - 2, some 3, a great extent - 4, no opinion -5. The distribution of each factor’s ranking is shown in Figure
10. The mean and standard deviation for each distribution is provided in the figure description.
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Figure 11: Question 14 asked students, “To what extent do you think the following factors
contribute to the healthcare discrepancies observed during the COVID-19 pandemic?” The mean
and standard deviation for each figure will be presented in the following format: (mean, standard
deviation). A (3.71, 0.59), B (3.50, 0.66), C (3.40, 0.82), D (3.12, 0.95), E (2.35, 1.11), F (3.71,
0.71), G (3.23, 0.97), H (3.66, 0.67), I (2.99, 0.89)
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Where Students Discuss Disparities
In order to gauge where students are discussing and learning about disparities, students
ranked how often they encounter discussions of racial disparities in specific settings, particularly
relating to the undergraduate experiences. The distribution of responses was again quantified
using response mean and standard deviation based on a numerical system: unsure/no opinion - 1,
none - 2, not often - 3, somewhat often - 4, very often -5. The distribution of each factor’s
ranking is shown in Figure 11. The mean and standard deviation for each distribution is provided
in the figure description.
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Figure 12: Question 15 asked students, “In the past year, how often have you encountered
discussions about racial disparities generally in the following settings?” The mean and standard
deviation for each figure will be presented in the following format: (mean, standard deviation). A
(2.83, 0.93), B (3.71, 1.05), C (2.27, 1.27), D (3.87, 0.94), E (3.54, 1.04), F (4.21, 1.06), G (3.98,
1.09)
Topic Importance
To conclude the survey, students were asked: “How important are these topics to you?”
Response options included not at all important, slightly important, important, and extremely
important (Figure 11). These categories were quantified as follows: not at all important - 1,
slightly important - 2, important - 3, extremely important - 4. The mean of the data was 3.39, and
the standard deviation was 0.75. There was no statistically significant relationship between the
response distribution and demographic data.
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Figure 13: A majority of students (89%) reported that the topics discussed in the survey are
either “extremely important” or “important” to them.

Connections Between Codes
During axial coding, causal relationships between codes that students specifically
identified were recorded. After visualization of the connections with Cytoscape, one major theme
can be found: economic stability was most likely to be referenced as a causal factor for another
coded variable that contributes to racial disparities. The only codes that were connected as
contributors to differences in economic stability were “government regulations/policy” and
“legal system.”
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Figure 14: Cytoscape visualization of connections derived during the axial coding process.
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Chapter V: Discussion of Results
Presence of Racial Disparities
Analysis of the binary questions relating to the presence of racial disparities indicates that
a strong majority of students in the Belmont College of Sciences and Mathematics believe that
racial disparities are present both generally and in healthcare specifically. 88% of respondents
also agree that all people do not have equal access to healthcare in the United States. Based on
the large majority found in the responses to each of these three questions, it can be concluded
that most respondents, regardless of their demographic information, believe that people in
the United States experience general racial disparities, disparities in healthcare access, and
disparities in the US healthcare system. There was no statistically significant relationship
between the responses to these questions and the students who plan to pursue a career in the
healthcare field. Most respondents who believe there are general racial disparities also believe
that there are racial disparities in healthcare (p-value = < 0.00001). Interestingly, there was no
statistically significant relationship between students who believe in the presence of general
racial disparities and students who believe in disparities in healthcare access, but there was a
statistically significant relationship between students who believe in racial disparities in
healthcare and students who believe in racial disparities in healthcare access (p-value =
0.000450). This relationship indicates that students could be connecting healthcare access and
healthcare disparities, although it is not conclusive. This relationship is further elaborated in the
quantitative section.
The existence of racial disparities, both in general and in healthcare, is considered factual
by a consensus of the reviewed literature. Notably, the percentage of students who acknowledge
racial health disparities is much greater than in other recorded populations. For example, a 2016

38

study reported that only 36.6% of a sample population of US surgeons agree that racial/ethnic
disparities exist in healthcare (Britton et al, 2016). Contrastingly, 88% of the student population
sampled here reported that they do acknowledge the racial disparities present in healthcare. The
source of this difference cannot be inferred, but it can be concluded that our student population is
generally aware of the presence of racial disparities in healthcare.

Manifestations of Racial Disparities
The distribution of responses was fairly consistent when students were presented with a
set of statements about the manifestation of racial disparities. The statements were all
constructed to indicate that there was equality between the experiences of different racial/ethnic
groups, and there was often a clear majority of responses that disagreed with those statements.
Although this majority was never equivalent to the large 88% majority observed above, the
addition of the categories “disagree” and “somewhat disagree” often yielded comparable
percentages. This consistency leads to the conclusion that a majority of students are also able
to recognize how healthcare disparities are specifically manifested in the experiences of
individuals.
The responses to statement six, however, represent a discrepancy in the consistency noted
above. For this statement (“Ethnic minorities experience more illness throughout their life when
compared to whites.”), there was no majority of student responses, shown by the largest standard
deviation of the set, 1.26. The literature does show that illness is more common in minority
populations, often due to differences in social determinants of health (National Center for Health
Statistics, 2018). However, the broad nature of this statement and the diversity of interpretations
associated make it irresponsible to make any specific conclusions from this contrasting data.
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Familiarity with Evidence Supporting Racial Disparities
Although a strong majority of the sample population reported being aware of racial
disparities in healthcare, a smaller percentage of students were familiar or very familiar with the
evidence supporting these disparities. In keeping with previous trends, only a small percentage of
students (9%) reported being “not familiar at all” with this evidence. 88% of students reported
that the evidence supporting disparities is “strong” or “somewhat strong.” This data lends to the
conclusion that most students in the sample population agree that there is some strong
evidence that supports racial disparities in healthcare. Interestingly, this is not the exact same
88% of students who support the existence of racial disparities in healthcare. The correlation
between these two questions is strongly statistically significant (p-value = < 0.00001), but there
is some variation from this theme. While this variation is interesting, it is not significant enough
to sway the overall conclusion.

Factors Contributing to Racial Disparities
A set of conclusions can be presented from the 28 codes derived from the qualitative data
and their associated themes. Each theme lends itself to a handful of specific conclusions, which
are discussed below. One significant general conclusion can be drawn from the entirety of the
qualitative data: the surveyed students collectively demonstrated a remarkable depth and
breadth of understanding on the topic of factors that contribute to racial disparities in
healthcare. Every topic that was covered in the literature analysis was brought up at least once
by students in the free-response sections. While no student touched on every topic, the sample
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population collectively covered a wide range of factors, which points to a wealth of information
that is already present within the student population.
Theme A: United States Systemic Structure
The systemic structure of the United States was frequently mentioned in connection with
general racial disparities and racial disparities in healthcare. This category consisted of seven
codes: general bias/stereotyping, socioeconomic differences, American history, government
regulations/policy, the legal system, systemic racism, and media. Students also connected these
codes to a handful of other codes, including mistrust of the healthcare system, lack of healthcare
insurance, and employment differences. However, these specific connections were not made with
enough frequency to extrapolate them as representative of the general target population’s
understanding. Many general trends were observed from this category of codes:
1. American institutions, including government, media, and law, contribute to racial
disparities by perpetuating stereotypes and enacting policy that directly or
indirectly harms minority communities.
Conclusion 1 Coded Examples
inherent prejudice in media and law
past and present systemic policies/laws that negatively impact
racial minorities (i.e. redlining)
decades of policy that prevent these communities from getting
out of poverty such as redlining, the prison industrial complex
I believe some of it is due to stereotypes that are pushed by the
media and law enforcement at times

2. The American history of slavery, segregation, and racial disparities contributes to
modern racial disparities.
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Conclusion 2 Coded Examples
historical ignorance and prejudice
the consequences of slavery and segregation still trickling into
modern society
History of discrimination and segregation have led to inherently
racist systems
Systemic undercurrents from Jim Crow era America

3. General stereotyping of individuals based on their race/ethnicity contributes to
racial disparities, both generally and in healthcare.
Conclusion 3 Coded Examples
Racial views and stereotypes
stigma and stereotypes
racial bias of individuals
assumptions about cultures/ethnic groups

4. Socioeconomic differences contribute to general and healthcare-specific disparities.
Many responses either mentioned socioeconomic status or economic stability, and while
these two factors are clearly related, they were placed into separate codes for clarity of specific
word choice. This code represents more general word choices, as shown above, while “economic
stability” represents responses that specifically mention economics, wealth, income, or
equivalent phrases.
This particular code was strongly supported by quantitative data. One Likert scale
question asked students to rank how much “socioeconomic differences between minority groups
and whites” contributed to healthcare disparities shown in COVID-19 data. A large majority
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(75%) of respondents answered “a great extent,” and none of the respondents replied “none” to
this statement, which is shown in figure 11A.
Conclusion 4 Coded Examples
Racial socioeconomics
fact that the capitalist economy benefits from socioeconomic
and racial disparities
Minorities are more likely to live in poverty and have less
resources
socioeconomic status

5. The systemic structure of the United States contributes to racial disparities.
This final conclusion from this section is perhaps the most significant and the most
supported in the qualitative data, but it is also perhaps the broadest conclusion. The code
“systemic racism” made up the largest category of responses, with 79 individual mentions of the
word “system” throughout all of the responses. This large code and all other codes from this
section can be directly connected to the systemic structure of the United States, showing that
students are most likely to connect this broad idea to the idea of racial disparities in some way.
Conclusion 5 Coded Examples
systematic inequalities
Systemic racism that result in a cycle of poverty and
disadvantages
racism built into the system we live in
Systemic racism permeates all aspects of U.S. social structures,
and it has remained in place for so long because so many
people in the U.S. are objectively benefitting from this model
of society
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Theme B: Social Determinants of Health
Social determinants of health are separated into five categories, as explained in the
historical analysis section: healthcare access and quality, education access and quality, social and
community context, economic stability, and neighborhood and built environment. Throughout
the process of open coding, a trend emerged where each social determinant of health was
mentioned, albeit with varying frequencies. Connections sourced from this category of codes
(where students identify one of these codes as being the causal factor that influences another
code) were reported most frequently. Healthcare access and quality were certainly mentioned
most often, but due to the specific focus of this research, that trend was expected. This particular
social determinant will be the focus of a future section, so the conclusions from this section are
solely based on the other four determinants mentioned in the coded data:
1. Economic disparities were frequently recognized by students as a source of racial
disparities and for other factors contributing to racial disparities.
The code “differences in economic stability” was the second most saturated code from
the qualitative analysis. Responses in this code were present across each of the three
free-response questions, which cannot be said for some of the smaller codes. This code was also
most frequently connected to other codes as a causative factor. Ten separate responses (6% of the
total population) stated that economic inequality (or a comparable phrase) caused or contributed
to other factors, including general location differences, employment differences, individuals’
willingness to seek care, and many others. Some particularly enlightening connections
demonstrated students’ depth of understanding of this topic:
Conclusion 1 Coded Examples
in general, it is common for people of other races to be less
financially stable, or there is simply just less poverty amongst
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white people. This means that white people have access to
better healthcare because they are able to pay more money to
get better care
minorities are less likely to seek help since their financial
struggles are indefinite
overall financial disparities between ethnic minorities and
whites
income disparities

2. Educational differences play a role in contributing to health disparities.
Educational differences were cited often by students as a factor that contributes to both
general and healthcare-specific disparities. Some students connected this code to others, such as
public health communication and general healthcare access. This code could be one avenue for
further research due to the vague nature of some of the responses. When some people simply
stated “education” or “educational differences,” it cannot be inferred whether the respondent was
referring to inadequate education of minority populations or the inadequate education of
healthcare providers. These responses could be further clarified to make more specific
conclusions about the nature of students’ perspectives on this issue.
Conclusion 2 Coded Examples
lack of access to education/medical care among people of color
limited knowledge of healthcare due to disparities in education
between ethnic minorities and whites b/c of economic
disadvantages in schooling systems in areas that are
predominantly ethnic vs white
the lack of proper/formal education on how to get/use/maintain
healthcare rights and access
lack of quality education
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3. Many students agreed that social determinants of health contributed to disparities,
but they were not mentioned specifically in free responses nearly as much.
Many of the Likert-scale questions were focused on social determinants of health, and
most students reported that these factors contributed “some” or “a great extent” to observed
racial disparities in healthcare (supplemental data). However, there were significantly fewer
mentions of the remaining determinants (neighborhood and built environment and social and
community context) in free-response questions, ranging from 1% to 5% of the overall codes.
4. Location differences contribute to general disparities and disparities in healthcare,
specifically throughout the COVID-19 pandemic.
Coded responses frequently mentioned housing or general location differences as a
contributing factor to racial disparities. This code represents an opportunity for further
investigation and research because many of the responses were fairly vague about this topic.
Therefore, further research could ask students to clarify what they mean by “location
differences” and “housing differences.” This clarification could enlighten more connections or
themes in students’ perspectives. Students connected this code to access to healthcare quality,
stress, and differences in public health communication. Students also indicated that this
difference is generally a result of systemic factors contributing to disparities. In regards to
COVID-19, some students reported that greater population density contributed to observed
disparities, but this was not in great enough frequency to be indicative of the general target
population. This conclusion was strongly supported by quantitative data, which showed that a
majority of students (92%) believe that population distribution differences have at least some
contribution to COVID-19 disparities, as shown in Figure 11B.
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Conclusion 1 Coded Examples
housing differences/more densely populated living situations
Once again, if healthcare is more difficult to access, whether
that be due to location or quality, access to proper treatment is
more difficult if one does have COVID
They likely live in neighborhoods with little to no access to
healthy food options, gyms, and safety
Living conditions

Theme C: United States Healthcare System
Many codes derived from the free-response questions can be categorized into this general
category which covers the systemic structure of healthcare, access to healthcare, and quality of
care, among other themes. A handful of themes can be drawn from this data:
1. Implicit bias or general healthcare provider bias may contribute in some capacity to
racial disparities in healthcare.
Implicit bias or bias of healthcare providers was mentioned specifically by multiple
respondents as a contributing factor to racial disparities. While it only represents 4% of the
overall coded data, 50% of students agreed that provider bias contributes “a great extent” to
healthcare disparities in COVID-19, as shown in figure 11G. However, there was some
contention over this factor, so it cannot be assumed that a majority of students agree that this is a
significant contributing factor.
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Conclusion 1 Coded Examples
doctors and healthcare workers are human, they have internal
biases
biases by medical professionals
racial bias of individual healthcare workers
implicit biases and false beliefs by healthcare workers (e.g. that
blacks have a higher pain tolerance than other races) may be
conductive to negative hospital experiences, thus lowering the
chance for health treatment

2. A consensus of students agrees that different healthcare access contributes to both
general and healthcare racial disparities.
When healthcare was mentioned in relation to general racial disparities, the answers were
often broad and related to general healthcare access. More specifically, the word “healthcare”
was mentioned by 21 students in response to the first free-response question, and of those 21, 15
responses centered on the topic of healthcare access or lack thereof. The other two free-response
questions, which specifically focused on healthcare, included a more diverse pool of
healthcare-related responses. The quantitative data support this qualitative trend that emphasized
healthcare access. 77% of respondents reported that “less access to healthcare providers in
minority communities” contributes “a great extent” to healthcare disparities, as shown in Figure
11F. This question had the most significant majority of respondents who selected “a great
extent.” This broad code can also include other more specific codes to support this general
conclusion. Specifically, students connected insurance access, cost of care, and access to quality
care to general healthcare access.
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Conclusion 2 Coded Examples
lack of healthcare access
in healthcare, honestly I would just say that simple access to
healthcare causes problems, specifically in location and quality
of care
lack of resources in and access to healthcare systems in
minority communities
access to immediate and affordable medical care

3. General mistrust of the healthcare system, specifically in light of American history,
was mentioned as a significant factor contributing to racial disparities in healthcare.
The code “mistrust of the healthcare system” accounts for 4% of all coded documents and
was often connected to other codes, particularly American history.
Conclusion 3 Coded Examples
lack of trust in the healthcare system by racial minorities
mistrust in the medical community from different ethnic
communities in the US. Just read about the Tuskegee
Experiments, for example, and it'll be no surprise as to why a
lot of the black community don't trust doctors
some people in ethnic groups were extremely discriminated in
the past in healthcare, that could have caused their death, so
their general trust in the healthcare system can be lower than
those in white communities
general distrust of medicine in minority communities due to the
unfortunate history of racism in the country
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Theme D: Interpersonal Differences
The general category of personal differences included the codes “personal health history,”
“genetic differences,” and “willingness to seek care.” This category contains a small number of
responses, but in light of the Likert scale data, some themes emerged:
1. Genetic differences are highly contested within the sample population as a
contributing factor to racial disparities.
Genetic differences were only mentioned 9 times in student responses, and 8 of these
responses were in regards to COVID-19 disparities. Some students were clear about their
uncertainty of genetic differences being a contributing factor, but others simply stated “genetics.”
The Likert scale data does not lend itself to any trends except the trend of general inconsistency
across the population, which is shown in Figure 11E.
Conclusion 1 Coded Examples
genetic differences
different biology maybe? More susceptible to illness
genetics
maybe genetics

2. A handful of students connected willingness to seek healthcare as a significant
contributing factor, but this was often mentioned as a result of another factor.
Willingness to seek care was not a significant theme in the coded data, and it represents
an avenue for further research. Some students were very broad with their mention of this code,
but others specifically connect it to other codes, specifically economic stability and mistrust of
the healthcare system. None of the quantitative questions specifically focused on this aspect of
disparities, so general population conclusions cannot be drawn. However, the few times it was
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mentioned in detail provide a possible connection between American history, the mistrust of
healthcare systems, and the manifestation of disparities. With this in mind, further investigation
on this topic is warranted to gain a greater understanding of how students believe racial
disparities are impacted by individuals’ willingness to seek care.

Conclusion 2 Coded Examples
differing levels of trust in the healthcare system, which leads to
differences in willingness to seek medical help
ethnic minorities being less likely to seek out healthcare
cultural/religious beliefs or customs inhibiting seeking care
hesitance to seek medical care

Theme E: COVID-19 Differences
Because one free-response question specifically focused on factors that contribute to
disparities in COVID-19 mortality rates, a few specific codes emerged that were only connected
to this specific situation. Students mentioned that differences in vaccination rates, mask-wearing,
public health communication, and testing contribute to disparities, but only differences in
vaccination and public health communication were significantly mentioned. However, these
factors were not mentioned frequently enough to be generalizable to the target population. With
that in mind, only one general conclusion can be drawn from this data:
1. Many of the disparities throughout the COVID-19 pandemic were connected to the
same factors that contribute to general health disparities.
Although some students did mention specific COVID-19 factors, like those listed above,
many students listed the same factors that were connected to general health disparities. With that
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in mind, it can be concluded that many students see COVID-19 disparities to be an extension of
already-existing healthcare disparities. Interestingly, coded responses to the COVID-19 specific
question included every code from the general data. The only discrepancy was that media was
not generally mentioned in the responses to this question; instead, students mentioned
differences in public health communication.

Where Students Discuss Disparities
Results of this section strongly suggest that students are most likely to come into
contact with discussions on these topics on social media. Much research has been dedicated to
the study of misinformation present on social media platforms, which leads to some cause for
concern regarding this result. However, according to the survey data, students seem to be fairly
well aware of the presence of racial disparities and the factors that contribute to their
manifestation, so future research could be dedicated to studying how often students come in
contact with misinformation and how equipped they are to recognize false claims. Students also
seem to be likely to experience discussions of disparities in Belmont classes outside of the
College of Sciences and Mathematics. Therefore, professors and administrators within the
College of Sciences and Mathematics could benefit from communication with other colleges
at Belmont to understand their policies on the discussion of racial disparities and how they
practically include those discussions in the classroom. It is also important to note that while
students are more likely to discuss racial disparities in classes outside of the College of Sciences
and Mathematics, they are still able to apply that understanding to the field of healthcare, which
is demonstrated by students’ high level of understanding of racial disparities in healthcare.
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However, students would still benefit from a more explicit connection to the healthcare field
through discussions in science classrooms.
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Chapter VI: Conclusion
The analysis of a survey of students within the Belmont College of Sciences and
Mathematics revealed that students generally have a very high awareness of the presence of
racial disparities in healthcare. The general sample population also presenting a varied and
detailed understanding of the factors that contribute to racial disparities. While it is impossible to
comprehensively cover all the contributing factors, comparison of the literature to the survey
responses reveal no obvious holes in students’ understanding of racial disparities in healthcare.
However, the responses were quite varied, and none of the students covered more than a handful
of contributing factors in each response. Based on this analysis, one general recommendation can
be made: facilitation of the exchange of ideas between students, with the guidance of
professors, is the most efficient and effective way to increase general student understanding
of racial disparities in healthcare. A wealth of ideas on this topic is already present in the
student population. The goal of professors and administrators should, therefore, be focused on
the constructive exchange of ideas instead of simply presenting the information to students in a
lecture format. This method of education would be more engaging and effective for students and
place less of a burden on professors to be the sole source of information for students.
When comparing students’ responses to the literature analysis, a handful of topics,
including the legal system and specific social determinants of health, present themselves as
warranting specific focus in classroom discussions. Only 4% of coded data reflected a
connection between the legal or governmental system and the presence of disparities. However,
students often mentioned broad “systemic” issues. Providing students with the opportunity to
connect inequalities within the legal system to racial disparities in healthcare would allow for a
more nuanced discussion to develop around the intersection of injustice and health disparities.
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Many professors in the College of Sciences and Mathematics include a book club as an integral
part of the classroom experience, which could provide an ideal opportunity to discuss this topic.
One book option that discusses the intersection of systemic injustice and medical inequlities is
Medical Aparteid by Harriet A. Washington.
The topic of social determinants of health could also be a productive point of discussion
in the classroom. While many students discussed factors that falls under the umbrella of social
determinants, none of the students specifically used this terminology to describe the factors that
contribute to disparities. Because these terms and the concepts attached to them are so heavily
referenced in the literature, it is vital for students to be familiar with these concepts in order to
understand health disparities. While these issues could be addressed in a book club or article
discussion format, a class dedicated to the discussion of social determinants would be of great
value to the CSM student population. A class on social determinants of health is currently
offered through the College of Health Sciences’ public health program (BPH 2010). Including
this class in the curriculum of CSM students, particularly pre-med students, would be a concrete
action towards increasing students’ understanding of racial disparities in healthcare. This class
would especially benefit students hoping to pursue a career in the healthcare field, as many
associated graduate programs recommend, or sometimes require, this coursework for their
applicants. Providing this information in a structured class setting would better prepare CSM
students to be responsible citizens, academics, and healthcare providers.
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Supplemental
Survey Questions
1. Consent Form
a. Do you consent to taking part in the study as described above? (Yes/No)
2. Inclusion Questions
a. Are you 18 or older? (Yes/No)
b. Are you majoring within the College of Sciences and Mathematics? (Yes/No)
3. Questions About Respondent (all have choices)
a. To which gender do you most identify?
b. Age
c. Are you of Hispanic, Latino, or Spanish origin? (Yes/No)
d. How do you identify yourself? (race/ethnicity choices)
e. Current Status (Freshman, Sophomore, Junior, or Senior)
f. Planned Date of Graduation from Belmont University
g. What is your major within the College of Sciences and Mathematics? (major
choices from catalog)
h. Do you intend to have a career within the healthcare field? (Yes/No/Unsure)
4. Do you believe that all people in the United States have equal access to healthcare?
(Yes/No/Unsure)
5. Do you believe that racial disparities are present in the United States in general?
(Yes/No/Unsure)
6. Do you believe that racial disparities are present in the United States healthcare system
specifically? (Yes/No/Unsure)
7. Based on your perceptions/understanding, please indicate how strongly you agree or
disagree with the following statements relating to the experience of ethnic minorities in
the United States. An ethnic minority is defined as a group of people who differ in race,
in color, or in national, cultural, or religious origin from the majority racial/ethnic group.
In the United States, ethnic minorities include blacks, Hispanics, and other racial
minorities. You may have to scroll to the right to see all options below. (Options:
Disagree, Somewhat Disagree, Somewhat Agree, Agree, No Opinion)
a. Ethnic minorities have similar life expectancies as whites.
b. Ethnic minorities receive the same amount of routine medical care or primary care
as whites.
c. Ethnic minorities receive the same amount of specialized medical care as whites.
d. Ethnic minorities are just as likely to have health insurance as whites.
e. Ethnic minorities are just as likely to seek out medical care as whites.
f. Ethnic minorities experience more illness throughout their life when compared to
whites.
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g. Ethnic minorities with medical conditions are likely to receive the same quality of
care as whites who have similar medical conditions.
h. Ethnic minorities have the same access to healthcare as whites.
8. How familiar are you with evidence supporting the existence of racial/ethnic disparities
in healthcare? (Options: Not familiar at all, slightly familiar, familiar, very familiar,
unsure)
9. In your opinion, how strong or weak is the evidence supporting the existence of
racial/ethnic disparities in healthcare? (Options: weak, somewhat weak, somewhat strong,
strong, neutral/no opinion)
10. The distribution of COVID-19 related deaths provides a recent example of racial
disparities in healthcare in the United States. COVID-19 has disproportionately affected
people of color, as displayed below. This figure shows COVID-19 related deaths by race
per 100,000 people in the United States. As of September 2020, black Americans had a
death rate that was twice that of white Americans, even though the majority of Americans
are white. After looking through the figure below, please answer the following questions
about what you think might be contributing to this discrepancy (based on your own
perceptions and understanding).

https://www.vox.com/coronavirus-covid19/2020/10/2/21496884/us-covid-19-deaths-by-race-bla
ck-white-americans
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11. What factors (if any) do you believe contribute to general racial disparities in the United
States? (Free response)
12. What factors (if any) do you believe contribute to the racial disparities specifically in
healthcare in the United States? (Free response)
13. What factors (if any) do you believe contribute to the racial disparities observed in the
COVID-19 mortality rate? (Free response)
14. To what extent do you think the following factors contribute to the healthcare
discrepancies observed during the COVID-19 pandemic? (Options: None, a limited
extent, some, a great extent, no opinion)
a. Socioeconomic differences between minority groups and whites
b. Population distribution differences (living in densely populated areas)
c. Cultural differences in attitudes towards receiving healthcare between minority
groups and whites
d. Lifestyle differences (nutrition, exercise, etc.) between minority groups and
whites
e. Genetic differences between minority groups and whites
f. Less access to healthcare providers in minority communities
g. Physicians’ attitudes towards and beliefs about racial minority groups
h. Lower general quality of healthcare in minority communities
i. Miscommunication between physicians and patients
15. In the past year, how often have you encountered discussions about racial disparities
generally in the following settings? (Options: Unsure/No opinion, none, not often,
somewhat often, very often)
a. In classes that fall under the Belmont University College of Sciences and
Mathematics
b. In classes at Belmont University that are not in the College of Sciences and
Mathematics
c. In classes outside Belmont University
d. With friends outside of the classroom setting
e. With family outside of the classroom setting
f. On social media
g. In other types of media (news, magazines, television, etc.)
16. How important are the topics to you? (Options: Not at all important, slightly important,
important, extremely important)

